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The following ambulatory services are provided. 

See attached pages 2 through 32 f o r  a l l  s e r v i c e s  and l imi ta t ionsforthe  
medical ly  needy group. 
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Supersedes Approval Date. Effective Date 
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Revision:HCFA-PM-91-4 ATTACHMENT 3.1-B 

a '  AUGUST 1991 (BPD) 	 Page 2 

OMB No. 0938-


State/Territory: MINNESOTA 


'AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED 
MEDICALLY NEEDY GROUP(S): SEE ATTACHMENT 2.2-A 

-
/X/Provided: //No limitations UTWith limitations* 


2.a. Outpatient hospital services. 


Y .  L l  

C 1 

3 .  
-. 
/,-. 

-
LV Provided: limitations*
//No limitations Lv With 


b. Early and periodic screening, diagnostic andtreatment services for 

individuals under21 years of age, and treatment of conditionsfound.46 

k - 2  @ P @ ? O / ~ L I F ~  
c. Family planning services and supplies for individuals of childbearing 


age. 


/X/ Provided:
 !/No limitations UT Withlimitations* 


*Description provided on attachment. 
f -. .  I

Effective Date 10/01/91. 
j
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HCFA ID: 79863 i 



Revision: 	 HCFA-PM-93-5 (MB) 
MAY 1993 

ATTACHMENT 3 .1-B 

Page 2a 


OMB NO: 


State/Territory: MINNESOTA 

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED 
MEDICAL NEEDY GROUPS(s): 

5.a. 	 Physicians’ services, whether furnished in the office, the patient’s home, 
a hospital, a nursing facility, or elsewhere. 

Provided: - No limitations x With limitations* 

b. 	 Medical and surgical services furnished by a dentist (in accordance with 
section 1905(a)(5)(B) of the Act). 

Provided: - No limitations x With limitations: 

* Description provided on attachment. 

TN NO. 94-01 

Supersedes Approval Date g-fip# Effective Date: 01-01-94 

-I-N No. 92-38 
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State MINNESOTA Attachment 3.143 

4.c.  

5. 

6. 

I 



revision IEF'A-A!P81+37(BPP) 
JULY 1, 1985 


State MINNESOTA Attachment 3.1-B 
Page 4 

amount duration AND scope @ services provided 

medically needy group (S) : 

d. 	Physical therapy,occupationaltherapy, respiratory therapy, OF 
speech pathology and audiology services provided by a home health 
agency or medical rehabilitation facility. 

description provided a8 attachment 



nursing  

TN  

facility  

Revision: HCFA-PM-86-20 (BERC) ATTACHMENT 3.1-B 
SEPTEMBER 1986 Page 5 

OMB NO.: 0938-0193 

State/Territory: MINNESOTA 


AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


c. Prosthetic
devices. 

Id Provided: __ Nolimitations 2 Withlimitations* 

Eyeglasses. d. 

Ed Provided: - Nolimitations x Withlimitations* 

13. 	 Other diagnostic, screening, preventive, and rehabilitative 

services, i.e., other than those provided elsewhere in this plan. 


a. services.
Diagnostic 


0' Provided: 


b. services.
Screening 


Provided: 


C. services.
Preventive 


d Provided: 


- Nolimitations x Withlimitations* 

- No limitations A With limitations* 

- Nolimitations 2 Withlimitations* 

d. Rehabilitative
services. 

d Provided: - Nolimitations A With limitations* 

14. 	 Services for individuals age 65 or older in institutions for 
mental diseases. 

a. Inpatienthospitalservices. 


id Provided: - Nolimitations 2 With limitations* 

b. 	 services. 

d Provided: - No limitations A Withlimitations* 

Description provided on attachment. 


No. 97-38 MAR 2 3 1998
Effective 11/10/97DateDate
Supersedes Approval 




date  

Revision: HCFA-PM-86-20 (BERC) 

SEPTEMBER 1986 


_ - 


ATTACHMENT 3.1-B 

Page 6 


OMB NO.: 0938-0193 


AMOUNT, DURATION AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 

c. 	 Intermediate care facility services. 


Provided: - NO limitations x With limitations* 
0 Not provided. 

b. 	 1 -1- Intermediate care facility services in a public 

institution or distinct 
part thereof) for the mentally retarded or 
persons-with related conditions. 

Provided: - No limitations x With limitations* 
0 Not provided. 

16. 	 Inpatient psychiatric facility services for individuals under 22 years 

of age. 


Provided: - No limitations 2 Withlimitations* 
0 Not provided. 

17. Nurse-midwife services. 


�4 provided: - NO limitations x Withlimitations* 
0 Not provided. 

�4 Provided: - No limitations x Withlimitations* 
0 Not provided. 

* Description provided on attachment 

TN No. 00-02 

supersedes approval march 10, &@O Effective Date 01/01/00 

TN No. 89-29 




Revision: 	 HCFA-PM-94-7 (MB) ATTACHMENT 3.1-B 
SEPTEMBER 1994 Page 7 

State/Territory: MINNESOTA 


AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIALCARE AND SERVICES PROVIDEDTO THE MEDICALLY NEEDY 


19. Case management services and tuberculosis related services. 


a .  	 Case management services as definedin, and to the group 
specified in, Supplements 1 and 1A to (in 
accordance with section1905(a)(19) orsection 1915 (g) of the 
Act) . 

Id Provided: 2 Withlimitations* 
0 Notprovided. 


b. 	 Special tuberculosis (TB)-related services under section 
1902  ( 2 )  ( 2 )  (F) of the Act. 

d Provided: x Withlimitations* 
0 Notprovided. 


20. Extended services for pregnant women. 


a. 	Pregnancy-related and postpartum services for a 60-day period 

after the pregnancy ends and for any remaining
days in the 

month in which the 60th day falls. 


la Provided+: x Additionalcoverage+* 

b .  	 Services for any other medical conditions that may Complicate 
pregnancy. 

8’ Provided+: x Additional coverage” 
0 Notprovided. 


* Descriptionprovidedonattachment. 

Attached is a list of major categories of services(e.g., inpatient 

hospital, physician, etc.) and limitations on them, if any, that are 

available as pregnancy-related servicesor services for any other 

medical conditions that may complicate pregnancy. 


1. Attached is a description of increases in covered services beyond

limitations for all groups described in thisattachmentand/or any

additional services provided to pregnant womenonly. 


TN No. 97-38 MAR 2 3 t 9 9 8  
Supersedes Approval Date 11/10/97
Effective
Date 
TN No. 95-23  
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Revision: 	 HCFA-PM-87-4 (BERC) 
JULY 1, 1987 

ATTACHMENT 3.1-B 

Page 8 


OMB NO. 0938-0193 


- State/Territory: MINNESOTA 

AMOUNT, DURATION, AND SCOPEOF MEDICAL

and remedial CARE AND SERVICES PROVIDEDTO THE MEDICALLY NEEDY 


21. Ambulatory prenatal care for pregnant women furnished during
a 

presumptive eligibility period by
an eligible provider (in

accordance withsection 1920 of the Act). 


0 Provided: - No limitations - Withlimitations* 
H Not provided. F-

.-
?:

.-
1: 

22. 	 Respiratory care services (in accordance withsection 

1902(e)(9)(A) through (C)of the Act. 


0 Provided: - No.limitations - With limitations* 
E4 Not provided. 

2 3 .  	 Certified pediatric or family nurse practitioner’services. 

H Provided: - No limitations xWith limitations* 

24. Any other medical care and any other type
of remedial care 

recognized under State law, specified by theSecretary. 


a. Transportation. 


�4 Provided: __ Nolimitations x Withlimitations* 

0 Notprovided 

b. 	 Services of christian science nurses in religious nonmedical 
health care institutions. 

0 Provided: No limitations - Withlimitations*__ 

�4 Notprovided. 

c . Care and services provided inchristian science sanitoria 
religious nonmedical health care institutions. 

Provided: x Nolimitations - Withlimitations* 
0 Not provided. 

d. Nursing facility services provided for patients under
21 

years of age. 


H Provided: - No limitations 2 Withlimitations* 
0 Not provided. 

* Description provided on attachment 

TN 00-02
No. 

Supersedes
Approval d a t em a r c h  Effective Date 01/01/00

No. 97-38 




Revision:
HCFA-PM-94-9 (MB) ATTACHMENT 3.1-B 

DECEMBER 1994 Page 9 


State/Territory:
MINNESOTA 


AMOUNT, DURATION, AND SCOPEOF MEDICAL 

AND REMEDIAL CARE AND SERVICES PROVIDED
TO THE MEDICALLY NEEDY 


24.e.Emergencyhospitalservices. 


'd Provided: - Nolimitations x Withlimitations* 
0 Notprovided. 

25. 	 Home and Community Care for Functionally Disabled Elderly

Individuals, as defined, described, and limited
in Supplement 
2 to Attachment 3.1-B, and AppendicesA-G to Supplement 2 to 
Attachment 3.1-B. 

Not
0 Provided Qf provided 

26. Personal care services furnished to an individual who is not 

an inpatient or resident of a hospital, nursing facility, 

intermediate care facility for the mentally retarded,
or 

institution for mental disease that are:
(A) authorized for 

the individual by a physician in accordance with a ofplan 

treatment; (B) provided by an individual who is qualified to 

provide such services and who is a member of the
not 

individual's family; and (C) furnished in a home. 


approved
Ed Provided: - State (notphysician)

Service Plan allowed 


-X 

-X 

0 Notprovided. 


* Description provided on attachmen:. 

Services outside the home also 

allowed 


Limitations described on 

Attachment 


I 

TN No. 97-38 mar 

Supersedes Date Date
Approval 11/10/97
Effective 
TN-NO. 9 4 - 3 1  


